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initial PO dose was 0.08 mg/kg (range 0.04-0.18) and the median
conversion ratio was 0.26 (range 0.12-0.4). Median initial tacroli-
mus level after conversion was 16.9 ng/mL (range 5.3-52.4).
Twenty-seven patients (93%) required a reduction in their PO
dosing, only two patients immediately achieved a stable PO dose
(deﬁned as two consecutive tacrolimus levels within the therapeutic
range). Nine patients (31%) developed a creatinine level greater
than twice their baseline level, eleven patients (38%) required
intervention to lower potassium, and three patients (10%) devel-
oped tremors. No irreversible complications were encountered.
We conclude that the presently recommended conversion rate
frequently results in toxic serum levels associated with mild renal
insufﬁciency and other adverse effects. We have changed our
conversion rate from 1:4 to 1:2.
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PEDIATRIC PATIENTS BENEFIT FROM INTRAVENOUS BUSULFAN FOR
MYELOABLATION IN ALLOGENEIC HSCT
Fisher, V.L., Nieder, M.L., Malbassi, C., Halliday, E.R., Wiersma,
S.R., Reed, M. Rainbow Babies and Children’s Hospital/Case Western
Reserve University School of Medicine, Cleveland, OH
Oral busulfan is a component of standard preparative regimens
used for myeloablation in HSCT. In children, complications of
oral administration include emesis, frequent need for NG tube
insertion and irritability because of food restriction around the
time of dose administration. Plasma levels must be monitored, and
are often unpredictable, resulting in the need to adjust doses and
repeat levels. We administered intravenous busulfan to eleven
children (aged 9 months to 15 years) who were undergoing HSCT
(cord, marrow PBSC) for malignant and non-malignant disorders.
Patients received IV busulfan according to the following protocol:
Intravenous busulfan was diluted in D5W or NS to a ﬁnal con-
centration of 0.5mg/ml. Busulfan is stable for 8 hours at room
temperature or up to 12 hours (in NS only) at 2-8 degrees celsius.
The IV tubing was primed with the busulfan solution and admin-
istered through a controlled-rate infusion pump. It was infused
over 2 hours. Pharmacokinetic (PK) sampling was obtained after
the ﬁrst dose at 2,3,4,5 6 hours.When PK information was needed
after subsequent doses, a baseline level was obtained just prior to
the infusion of the next dose. Pharmacokinetic evaluations were
performed after the ﬁrst dose on all patients and after dose 9 on
seven patients. Based on the Dose 1 results, adjustments were made
for only 3 of 11 patients. Patients received oral or IV ondansetron
and no emesis was reported for any of the 11 patients. No toxicities
were observed on any patients during the four day administration
of the IV busulfan. One patient died of sepsis on Day T 11; all
other patients engrafted. Except for moderate VOD in one patient,
no unexpected GVHD, relapse or other acute toxicities were ob-
served. For children undergoing HSCT, IV busulfan is easier to
administer, is more acceptable to patients and their families, pro-
vides more predictable plasma levels and is not associated with
more acute toxicity than oral busulfan. When busulfan is used at
our institution, the intravenous form has become the standard
preparation for children less than 18 years of age.
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SUCCESSFUL USE OF ORAL TACROLIMUS FOR GVH PROPHYLAXIS
DURING THE FIRST 100 DAYS POST HSCT
Nieder, M.L., Fisher, V.L., Danish, D., Halliday, E.M., Wiersma, S.R.
Rainbow Babies and Children’s Hospital/Case Western Reserve Univer-
sity School of Medicine, Cleveland, OH
Traditionally, intravenous cyclosporine or tacrolimus has been
used in the early post-transplant period for GVH prophylaxis. We
report on the use of oral tacrolimus on sixteen patients (aged 15
months to 18 years) who underwent allogeneic stem cell trans-
plants (cord, PBSC marrow) for a variety of malignant and non-
malignant disorders. All patients received oral glutamine (2
grams/m2 per dose BID) beginning on T -5. Day T -2 through T
100, patients received tacrolimus (0.1-0.2 mg/kg dose BID)
orally or via an NG tube. For small children, our hospital phar-
macy produced a tracolimus suspension. Trough tacrolimus blood
levels were obtained 12 hours after the 4th dose and ranged from
6-14.3 ng/mL. Dose adjustments were made when necessary and
14 of 16 patients completely avoided intravenous tacrolimus. Two
patients required IV tacrolimus for 4-6 days in total because of
persistent vomiting. Avoiding the use of IV tacrolimus reduced the
need for additional IV access, resulted in less hypertension and
signiﬁcantly decreased the cost of the transplant. We observed no
increase in graft failure, GVH, infections, relapse or mortality.
Renal tubular acidosis is commonly seen in these patients, who
often require oral sodium bicarbonate supplemenation. For 14/16
patients, renal tubular function returned to normal within 3
months after stopping the tacrolimus. Oral tacrolimus can safely be
given to transplant patients from the beginning of the transplant
and throughout the ﬁrst 100 days post-transplant.
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NAUSEA AND VOMITING IN PATIENTS RECEIVING HIGH DOSE CHEMO-
THERAPY FOLLOWED BY PERIPHERAL BLOOD STEM CELL TRANS-
PLANT IN AN OUTPATIENT SETTING
Paivanas, N.1, Malone, C.1, Spiros, A.R.1, Sheridan, M.J.2, Spira,
A.I.1, Orloff, G.J.1, Beveridge, R.A.1 1. Fairfax Stem Cell Transplant
Program INOVA Fairfax Hospital Cancer Center, Fairfax, VA; 2.
INOVA Fairfax Hospital, Fairfax, VA
Background: Nausea and vomiting (N/V) are signiﬁcant side
effects in patients receiving high-dose chemotherapy therapy
(HDC). We examined our institution’s experience with N/V, as
presented in HDC patients receiving peripheral blood stem cell
transplants (PBSCT) utilizing 3 speciﬁc conditioning regimens.
Methods: A retrospective chart review was conducted on twenty-
nine patients who received an autologous PBSCT within the past
two years. Data was gathered from a daily nursing N/V assessment
Table.
Age Diagnosis PREP
ANC > 500
on T 
Serious
Adverse
Events
15 CML Bu-Cy 12 None
13 Sickle Cell Bu-Cy-ATG 20 None
0.11 HLH Bu-Cy-VP-ATG 13 Sepsis
15 AML-CR1 Bu-Cy 15 Mild VOD
0.10 AML-CR1 Bu-Cy 16 Mod VOD
4 Osteopetrosis Bu-Cy 15 None
2 AML-CR1 Bu-Cy 11 None
2 Beta Thal Bu-Cy 17 None
13 Beta Thal Bu-Cy None Sepsis/Death
0.9 MDS Bu-Cy 13 None
8 Neutropenia Bu-Cy 15 None
Table. Patient Demographics
Age in
Years Diagnosis PREP
Acute
GVH
HSC
Source
Status at
Day 100
18 ALL-CR3 ARAC-Cy-TBI II MUD-PB Alive; Relapse
0.9 MDS Bu-Cy None MRD-BM Alive & Well
18 ALL-CR2 Cy-TBI None MUD-PB Alive; Graft
Failure
5 ALL-CR2 Cy-TBI None MRD-UCB Alive & Well
18 ALL-CR3 Cy-TBI II MUD-PB Alive & Well
14 ALL-CR1 ARAC-Cy-TBI None MUD-BM Alive & Well
2 Beta Thal Bu-Cy None MRD-BM Alive & Well
15 CML Bu-Cy None MRD-BM Alive & Well
8 ALL-CR1 Cy-TBI None MUD-PB Alive & Well
4 Osteopetrosis Bu-Cy None MRD-BM Alive & Well
12 CML Cy-TBI None MRD-PB Alive & Well
18 Severe AA Cy-ATG II MRD-PB Alive & Well
1 AML-CR1 Cy-TBI None MRD-PB Alive; Relapse
8 Neutropenia Bu-Cy None MUD-PB Alive & Well
8 ALL-CR1 Cy-TBI II MRD-PB Alive & Well
13 Beta Thal Bu-Cy NA MRD-BM Deceased
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